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Violence Against Women and Reproductive Health:
Toward Defining a Role for Reproductive Health Care

Services

Linn Parsons,* Mary M. Goodwin,’ and Ruth Petersen’

Since a larpe proportion of U8, women receive reproductive health care services each year,
reproductive kealth care settings offer 2 important opportunity to reach women who may
be at risk of or experiencing intimate partner viclence (IPV), Although sereening women
for TPV in clinical health care settings has been endorsed by national professional associations
and organizations, scicntific cvidence suggests that opportunities for screening in reproductive
lsealth care sestings are ofien missed. This commentary outlines what is known absul sereening
and intervention for IPV in clinical health care settings, and points oot arcas that need
greater attention. The ultimate goal of these recommendations is to increase the involvemens
of reproductive health care services in sensitive, appropriate, and effective care lor women
who may be at risk of or affected by IPV.

KEY WORDS Intiniats pariner violence; reprodusctive health; health care services; prevention; violznce

3@3 ANER TS

INTRODUCTION

Screening women for violence in clinical health
care scttings has been endorsed by national profes-
sional associations and organizations that focus on
reproductive health (1, Z), maternal-child health (3-
5], and women’s health (6). However, available data
indicate that most women who receive reproductive
health care services are nol screened for violence in
routine reproductive health care visng (7-9). Al-
though approximately 72% of UL.S. women aged
15-44 years receive at least one reproductive health
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care service annmually (10), evidence suggests that
these potential opportunities to identify, refer, and
consequently help abused women obiain intervention
services are often missed (7-49).

Mational data for 19921996 indicate that risk of
violence by a current or former intimate partner’
peaks among women of reproductive age and 18 high-
est among women aged 20-24 vears (11). Addition-
ally, & recent review of the prevalence of intimate part-
ner viclence (IPV) during pregnancy reports that
between 4% and &% of pregnant women experience
violence during their pregnancy, suggesting that vio-
lence is more common among pregnant women than
health conditions such as diabetes or preeclamsia
which are routinely sereened for during pregnancy
(12}, Maoreover, women who have experienced [PV
have reported higher prevalence of risk factors and
behaviors that can result in poor reproductive health
outcomes, mcluding voung age at sexual initiation,

Tince the majority of physical violente againsl wWemen is perpe

irated by 2 currenl o [HemeT spolses, pariner, of bayiriend, ihis
paper focuses on imtimate partner violenoe (TPV).
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suhstance abuse, multiple sex partners, and infrequent
eondom wse (13-15). Findings from the Common-
wealth Fund's 1993 Nanonal Survey of Women's
Health indicate that women who had expenenced [PV
were more likely 1o report having had gynecologic
problems, a sexually transmitted disease, or a urinary
tract infection (16). Other studies have found associa-
tions between IFY and pelvic pain (17), chronic head-
ache (18), or functional bowel disorder {19). Women
whose prepaancieswere unintended (20, 21) and those
whose pregnancies resulted in induced abortion (22,
23) have alsobeen found to report higher rates of IPV
than in the general population.

Each encounter within a reproductive health
care selling offers a potential opportunity to reach a
woman who could be at nsk of or affected by TPV,
The ultimate goals of screening and intervention
through reproductive health services should be to
improve the health and safety of women and their
children and to assist in redusing and preventing vio-
lence. However, our understanding of the most effec-
tive role for reproductive health care services in at-
taining these goals is still limited. Although a
considerable amount of research has been devoted to
determining why clinicians do not screen for viclence
and to identilying measures that can increase screen-
ing rates in health care settings, the impact of screen-
ing on womeén’s lives has been generally ungxamined.
Little progress has been made toward defining spe-
cifie and measurable outcomes of chinical interven-
tions based on mesting the needs of women who have
experienced or are at risk of 1PV, As long as the
desired outcomes of clinical interventions remain un-
certain and undocumented, the potential role of re-
productive health care services in identifying and
treating or referring women who experience IPV will
be difficult 1o define, The purpose of this paper is to
putline what we know and what we need to know
from the perspectives of health care providers,
women who use reproductive health care services,
and health care institutions, in order Lo increase the
involvemeant of reproductive health care services in
gensitive, appropriate, and effective care for women
who may be at nisk of or aifected by TPV,

THE ROLE OF REPRODUCTIVE HEALTH
CARE SERVICES

Health Care Providers

Studies that have collected data from reproduc-
tive heslth care providers indicate that less than half
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of providers routinely screen for IPV. A physician
survev of California primary care physicians found
that obstetricians/gvnecologists were more likely
than internal medicine physicians to screen new pa-
tiznts for [PV [17% vs 6%]), but they were no more
likely than other primary carc physicians to screen
at routine checkups {10%:) (7). A study of fellows of
the American College of Obstetricians and Gynecol-
ogists reported by Horan et ol found that a higher
proportion (39%), but still less than half, of providers
reported conducting routing scréening at first prena-
tal visit {3). Data from a study by McGrath and col-
leagues indicate that 13% of pregnant women exam-
ined at an urgent care triage unit reported having
been asked about abuse by a physician (9). Variations
in these data may be due to different methodologies
used and different populations sampled.

Documented low levels of screening for IPV in
primary care settings have led researchers and clini-
cians to identify barriers to increasing routing scregn-
ing and, to a lesser extent, to design interventions to
overcome these barriers. A recent review of 24 stud-
ies that examined health carc provider behaviors re-
lzted to screcning for [PV in a variety of primary care
sertings (24) found that the most commonly identified
barriers were lack of time for screening, lack of pro-
vider education or training, lack of effective interven-
tions, and fear of offending patients. Other barriers
cited by providers included frustration over patients
failure 1o disclose TPV, and concerns about patient
noncompliance with recommendations. Twelve stud-
ies reviewed by Waalen et al (24) and three addi-
tional analyses (25-27) have evaluated interventions
to overcome barriers and to change provider behav-
iors related to screening for abmse and assisting
abused women. Most found that didactic educational
programs aloneé did not change screening behaviors
aver the long term. In contrast, interventions that
combined education with institutional supports such
ac having a designated stafl person serving as a “vio-
lence specialist™ and efforts to provide an emaotion-
ally supportive ¢nvironment for clinicians in staff
meetings and training scssions appeared to have
greater chance of changing provider hehavior (24).
Maost of these studies used inereased rates of identifi-
cation of IPV as the primary outcome measure of
sucoess (28-36).

Drespite its common use as an indicator of suc-
cess, however, increased patient disclosure to clini-
cians does not adequatcly measure screening effec-
tiveness because it does not fake into account what
happens to women after screening occurs. In cases
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where women respond to screening with disclosure
of abuse, we need 1o know whether health care pro-
viders and settings are equipped with responses that
can assist women gither to decrease the risk of future
IP%Y or 1o increase well-being in some measurable
ways. For women who do not disclose vielence di-
rectly 1o a provider when asked, underztanding the
possible effects of screening is much more compli-
cated, but nevertheless important,

In a recent qualitative study cxploting the cxpe-
rigncas and screendng practices of physicians with
cxpertise in domestic violence, Gerbert and col-
[eagues found that the racity of direct patient disclo-
sure resulted in “burnout” among physicians who
conducted routine screening (37}, In Gerbert of al’s
study, the lack of direct patient dizclosure resulted
in providers” perceptions that their efforts were not
effective. In large par, these perceptions are due
to the general lack of data on the actual effects of
screening on the women who are screened, regardless
of their disclosure to a health care provider. Crerbert
ef al's study and related commentary by Warshaw
(38) suggest a need to redefine the goal of screcning
for violence so0 thal compassionale screening is
viewed as a snocessful outcome, through the creation
of an atmosphere of trust and assisting patients re-
gardless of the abused patient’s direct disclosure to
the clinician. Redefining the goals of screening indeed
may be an imporiant kev (o helping bealth care pro-
viders feel more positive about it. Although these
attempis 1o identify appropriate ouleome mMeasuras
are important, they offer little insight into the contri-
bution of screening toward the end goal of improving
women’s situations. Clinicians have consistently cited
“lack of effective interventions™ as a reason for not
sereening routinely, and until they have measurable
goals based on seccessful intervention models to
guide their waork, this barner s likaly to persist.

Women Who Seck Reproductive Health Services

An essential key to the identification of appro-
priate goals and outcome measures for clinical
screcning and intervention must be the perspectives
and experiences of women themselves, To date, re-
szarch has focused primarily on barriers to disclosure
from the perspectives of women who have experi-
enced violence. In six studies that have asked abused
women about their experiences with health care pro-
vidaers (13, 39-23), mosl women interviewed were in
favor of clinical screening for violence., Diespite this,
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respondents have described clinicians as uninter-
ested, uncaning. and uncomioriable in addressing the
issue of violence (43). Shamc was cited by abused
women as a princpal reazon for nondisclosure (39,
40, 42-44). Additional barriers reported by women
included feelings that they would be blamed for the
abuse and lack of time to dizcuss the ssue with a
health care provider (43). In a survey by The Com-
monwealth Fund, women experisncing spousal abuse
were significantly more likely than those who were
not to feel that physicians were difficult to talk with,
did not listen well, and in some cases suggested that
their problem was “in their head"” (13). Degpite these
general findings on barriers to disclosure, we know
Litle about why or when women choose 1o disclose
past or current intimate partner violence to & health
care provider. I3 disclosure more likely to occur dur-
ing acule phases of violence? What individual patient
characteristics are associated with likelihood of dis-
closure 1o a clinician? What charactenstics of clini-
cians ot clinical settings most foster women's feelings
of trust and comfort?

Furthermiore, a critical next step for research 1s
1o examing the affectivensss of routing screening for
women who seek reproductive health care services.
Few evaluations of clinical interventions 1o address
violence have gathered data from women. In a case-
control study by Parker e all (43]), pregnant women
in abusive relationships who received counseling ses-
sions designed to reduce further abuse were com-
pared with those who were only given resource cards,
At b end 12 months postpartum, the use of commu-
nity resources was found (o be aszociated with the
severity of abuse in the relationship and not to the
intervention provided., Although Parker er al's study
shed little light on the effectivensss of the clinical
intervention, it contained the critically needsd re-
search component of follow-up to determine what
happens to women after they leave the clinical setting
where screening has occurred. Have these efforts ing-
proved the safetv and well-being of women and their
children, and if so, what specific oulcome measures
can be used to document such improvements? Ap-
propriate indicators for short-term of intermediate
effects of clinical intervention may not be specifically
related to reducing violence, but to mprovements
such as successful referral to psychological counsel-
ing, decreazed depression, or linkages to support nst-
works. Conversely, we must be concerned about clini-
cal efforis increasing some women's risk of further
violence. Women's concerns about retaliation by a
violznt partner, confidentiality, mandatory reporting,
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and insurance denial must be considered as we iden-
tily and evaluate outcomes.

Healih Care Institutions and Organizations

There is growing recognition that the health care
gvelem must change in order 1o mprove the role of
health care services in addressing vielence against
women, Changzes in clinical practice must be sup-
ported by institutional environments and profes-
sional organizations that provide clinicians with ap-
propriate knowledge, skills, and institutional backing
necessary to incorporate the issue of violence against
women inte their practice, Managed care organiza-
tions have been in the forefront of developing a
health care svstems approach to the issue of violence
againgt woemen. In an assessment of domestic vio-
lence initiatives that have been implemented in man-
aged care organizations, the American Association of
Health Plans summarized some of the lessons learned
from four programs in managed care settings {44).
These ncluded the usefulness of (1) establishing a
network of clinicians within the health plan whe will
chumpion the program with their colleagues and
mcve the initiative forward, (2] building relationships
wilh community-bazsed orgamzations in order 1o be
im touch with the needs of the community, (3) partici-
pation of a multidisciplinary group in creating the
initiative, and {4) provision of ongoing education to
lealth care professionals during staff meefings,
lunches, and other gatherings. Despite the progress
that some health institutions or organizations have
made, however, no scentific evaluation data exist
that indicate specific policies or procedures institu-
lions can adopt that are most effective at enhancing
the quality of care women receive related to IPV, In
the abzence of well-defined outcome measures and
gaals for clinical care, institutions, like clinicians, will
be hampered in thelr progress toward incorporating
screening for violence against women into routine
repraduciive health care services,

COMNCLUSION

Even as awareness of [PV a8 an important
women’s health isswe is on the increase among
health care providers, an essential element of the
prevention paradigm remains missing. We know that
the problem of vielence 15 widespread, potentially
affecting 1.3 million women over the age of 18
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vears each vear (47), and we know that reproductive
health care services offer an important opportunity
to detect vielence and (o improve women's reépro-
ductive health. However, we have not yet discoverad
what measures can be instituted in health care
settings that will make & constructive difference in
the lives of women who are at risk of or experiencing
IPV. As long as providers are uncertain that their
efforts are making a positive difference in women's
lives, their reluctance to screen for IPY will persist.
Mareover, as long as reproductive health care ser-
vices aré not regarded by women as a place where
they expect assistance that is helpful to them, thay
will not look to these services as a safe or useful
place to discloza abuse,

Future clinical policies and procedures must
ke bazed on scientific evidence, Undoubedly, one
of the primary reasons this evidence does not yet
exist is that the tvpes of studies needed are compli-
cated and expensive. The need 1o understand the
potential effects of screening on women after they
leave the clinical setting implies studies with follow-
up designs that step outside the bounds of clinical
service, The need to compare interventions in differ-
ent clinical and community settings implies the use
of comparable methods and measures across studies
and may require multicenter study designs that can
capture and compare more tham a single clinical
setling.

Whatever results lie in store as the science prog-
reszes, we can be sure that meeting the needs of
women at risk of or experiencing [PV i certain to
be more to be complicated than developing a sef of
universal scregning guidelines that can be applied ta
all women in all places. We will be required to answer
some difficult and perhaps controversial questions.
First and foremost, can screening for viclence effec-
tively make measurable improvements in women's
lives? If so, should some groups of women be
sereened morg intensively than others? Does scresn-
ing jecpardize the safety of some women or their
children? As we continue to develop an appropriate
role for reproductive health care services, we must
consider the ethical responsibility providers and insti-
tutions have to offer constructive assislance Lo
women who are ideatified through screening. Al-
though the health care field has pone far in learning
how 1o sereen and how to increase screcning rates
in health care setiings, meaningful progress will now
depend on developing and evaluating interventions
that can measure the effectiveness of screening and
interventions. An essential key will be to cvaluate
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the impact of clinical screening and referral or inter-
vention in improving women's safety and quality of
life, and in reducing violence,

REFERENCES

i

b

<

i

1l

14

1%

Amrican Collegs of Obstetticians and Gyneeologmn, Do-
medic violemoe. Took Sell 199530189,

American Caollzge of Murse Midwives. Postdon statemens on
Lialerace aginasd womres. Washingion, [MC: Author, 1935,
Helton AS. Frotocol of care for the battered woman: Frever.
tiom af hantering during pregrancy. White Flains, MY March
of Dimes Birth Defecis Foundation, 1904,

Children's Safery Network. Samentic violence: A direcrory of
prococols for fealth care proeiders. Mewton, MA: Education
Devebopment Center, 1992,

American Academy of Pedialrics Commities on Child Abase
and Meglect. The rale of the pediatrician in recopnizing and
impervening  on behall of abosed  women,  Pedicinic
15581011081 =2

American Madical Association. Disgreine ard s
gieddelines on dormesnc violencs, Chisago: Autbos, 15992,
Rodrigeer MA, Baver HM, McLoughlin E, Grumbach K.
Scres=ning and intervention for intimate partner ahuss: Prac-
tiges and ariudes of primary care phesicians, SAMA
155% 782 468-T4.

Heran D, Chapin 1, Klzin L, Schmidt LA, Schulkin F. Domes-
tig vicdsnec sereealng practioss of ohatgiricams-gynecalogists.
Ofrr Cpnecol 199502057850

McGrath ME, Hogan J'W, Peiper JF. A prevalences sumvey
ol abuse and serdening [Or abuse in urgeal <aré palients.
Qbrrer Crynecal 199891 (4):511-4.

Abma I, Chandra A, Mother W, Petsrson L, Procyanin L.
Fertility, family planning, ard women’s health: New data from
the 1995 National Survey of Family Growth, Mational Cenber
for Healih Scacistics, Ving! Healrh Sner 1997230190,
Creonleld LA, Rand ME, Craven D, Klaus Pa, Peckios CA,
Eingel C, Warchnl (G, Maston C, Foe JA. Violerce &y fen
srearess A ralyris of darg o SR BY CRERERT OF [THER SEOREES
bafriends, and girlfriemds. Washingron, D ULS. Dhepant-
meend of Justice, 155%.

Crammararian Ja, Lazarick 5, Spitz A, Ballard T, Saltzman
LE. Marks IS Prevalencs of wiolencs SEidl propmsnt
wimnen. JAMA 1996275091 5=20.

Plichia 5B, Violenes and abuze. Tmplications for women's
health. In: Falik MM, Collins KS, editors. Women's healih
The Cormamweaith Furd Surpey. Balcimore, MD: The Johns
Hapkins Ukiversity Fress, 1886:237-70,

Malina LD, Basinail-Smith . Revisimg the intersection be-
twean domestic sbuse and HIV sk [Letter o the Editar].
Am J Pubiic Heallh 1998;85:1267-E.

Klein H, Chaa BS. S=xual abuse during childhood and adoles-
cenes &5 prediciors of HIV-related sexual risk during adubi-
hood amoeng female sexual parieers of imjection drug users.
Viclence Agaimst Women 1595;1:35=T6

Plichia 5B, Abraham C. Viglenes and gpyoecologic health in
wamen oo 50 years old. Am J Oberel Gynecs 1996174903 -7,

. Walling ME, Reiter BC, O"Hara MY, Milbum AK, Lilly G,

Vimeenn S0 Abuse history and ehresic pain in women: 1,
Prevabences of sexual abuse and physical abase. Oisier yne-
col 1554:84:193-5.

Dromise IV, Haber JD. Pros physical &nd sexual abuss in
wamen with chronic headache: Clinical cormrelates. Hezd-
acky 1987 2T310-4,

Dirassiman D4, Leserman J, MNachman G, Li 2, Glock H,
Toamey T, hfitchell Chi. Ssxual and physical abuse in

1.

.

29,

139

wamsn with functicnal or erganic pastrointestinal disorders,
Ana fméern Med 1990c115:828-33.

. Gazmaranan Ja, Adams MM, Saltzman LE, Johnsen CH,

Bruce FC, Marks 15, Zahniser SC. The PRAMS Working
Group. The relalionship betwesn pregnancy intendedness and
physical violenes in mothers of newborns. Qe Gyaecol
1995:85: 1031 3.

Camphell JC, Pugh LC, Campbell I, Visscher M. The influ-
ence of abuse on pregnancy intention, Woness Henlth 5
Fues 195571413,

Evins G, Chescheir M. Prevalence of domestic violence ameng
women secking abortion services. Womerns Health Faues
15 2 -10,

Glandar 85, Maoore ML, Mickizlaotle B, Parsons LH., The
prevalence of domestic viclencs among women s.ee'ki:'ug_ ak=r-
ton. Ot Gyneca! 19950110036

Waalen I, Goodwin MM, Spitz AM, Petersen R, Saltzman
LE. Screening for intimate parner vialanes by health care
prondders: A review af barmers and inlsrvenieam. Am 5 Frey
Med 200k in press.

Freond EM, Bak SM, Blackball L. Identifving domestic vio-
bemee in primary cans practice. S Gen faterm Med 195961 1:44-4.
Wiist WH, McFarlana 1. The effectivensess of an abuse asgesss
ment proeaccol in public healih prenatal clinics, Aes J Public
Healtlh 199985121721,

. Rodrige=z MA, Bauer HM, Mcloughlin E, Grumbach K.

Screaning and intervention for intimate partner abuss, Prac-
tegs amd atitodes of primary care physkians, JAMA
1055-282( 5 ):468-74.

Mandel JB, Marcoiie DB, Teaching family practics residents
to bdestify and trean batbered women. J Foot Proer 198307
TE=16

Raberis GL., Raphacl B, Lawrencs JM, O0FToole B, O'Brien
D. Impaet of &n education prograsm abawt domestic violencs
on nurses and dectors in an Ausstralian emergency depart:
mznt, J Ermerg Nours 1997 230220-7,

Svunders DG, Kindy F. Predictors of physicans’ responsss
to woman abase: The rale of gender, background, and briet
ralalng, S G drieen Med 19 E606-1,

. Cewington DL, Dalten VE, Dizhl 51, Wright BDy, Piner MH.

Improving detection of viel=nce among pregnant adolescemls.
4 Adelese Health 19972011824,

. Fapslow JL., Noon EN, Robinsoo EM, Spinala OG. Caut-

come evaluatien of an cmengency deparment protocol on
tare of pariner abuss, Auwst N Z J Public Heaith TIER22:TE-55.

. Harwell TS, Casten R, Armsirong KA, Dempsey 5, Coons

HL, Dravis M. Evaluation Commirtes of the Philadelphia Fam-
ily Yiolence Working Groop. Results of a domestic violenoe
Lraining program offered 1o the staff of urban conmonity
health centers. Am J Prew Med 1958;15:235-41

Meleer 3V, Anwar RAH. Hermsan 5, Maquiling K. Edueation
isnatenaugh: A syslems Failure in prodecting ballesed wamen
Arn Ermerg Med 19591806513,

. Cilson L, Anctil O, Fullerion L, Brillman J, Arbuckle J, Sklar

D Ipcreasing emergsncy physician recopnition of domestic
violence. Anr Emerg Med 1990377416,

Thden VP, Shepherd P. Ingreasing the rate of identification
of batlered women in an emecgency departmeat: Lse of a
nursing protocol. Rer MNers Health 19871020015,

. Gerben B, Caspers W, Bromtoss A, Moe J, Absrerembic P

A qualitative analysis of how physicians with expertze in
domsste vielenes approscd the eatification of vietins, Ard
fiern Med 19991 1157884,

Warshaw . Integrating routine ingquiry sbout domestc
violence inlo daily practice. Arn fredern Med 1555:131:819=
20,

Eodrguez kA, Quiroga 55, Bauer HM. Breaking the slence:
Baitered women's perspectives on medical care. Arch Fam
Mied 199651 53=641.



144

40, Gerbert B, Johoston K, Caspers M. Experiences of battered
women in health care settings: A qualitative study. Waomea
Hlealeh 19596:24:1-7.

41, Caralis PV, Muosialowski B, Women's experiences with do-
mestic violesos and cheir attitodes and expectations regardmg
medical care of abuse vidims Souwh Med J 1997501075~
Bl

42, MoCaaley §, Yurk BA, Jenckes M, Fard DE. Inside “Panda=
ga's Box™; Ahumsed women's experiences with chiniaans and
health services, (rer Indern Med 1599501334955,

45 MeNut L Carlson BE, Gapen T, Winterbaver M. Reproduc-
live serecning in primary carg: Perspectives and expariehoss
of patients apd batiersd women. Am Med Womens Assoc
15EHL 5485 =0,

45,

46,

4.

FParsons, Goodwin, and Petersen

Campbell J, Batiered women's expesiondes i the emergsncy
department. Emerg Miers 1554,20: 1808

Pasker B, McFarlane J, Soeken K. Silva C, Reel 5. Tesung
an inlervention e prevent fwrther abuse 10 prognant wemsn.
Fres Wuers Mealth 1999225064,

Fortnszn KEJ, Bloom FE, Lardy BD, Rolnlck 5T, Advancing
wanzen's health: Healtf plans” imnouative programs in domennc
vicdence. Mew Yorks American Association of Health Flans
and The Cosmnmonwealth Fund, 1595

Tjaden P, Thoesnnes M. Prevalence, inddence, and coasc-
gueeces of viekence against wemen: Findings from the Ma-
ticnal Vielence Against Women Survey. Beearch i brief
Atlania, A, ond Washington, D Centers for Disease Con-
erol and Presention, and Nations] Iesvitute of Justice, 1958




